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SELECT CLINICAL REPORTS. 

(Under  this  heading are recorded, singly or in groups, cases to which 
a special interest attaches either. from t h e i r  u n u s u a l  character or 
f r o m  being, in CL special sense, typical examples of their class). 

I. 

Notes on Tonic Contraction of Bandl’s Ring in 
Two Cases of Transverse Presentation with 
Remarks. 

By 31. SINRETAMBY, M.D., F.R.C.S., 
Jiedical Sibperintendent, de Soysa Lyiay-in Home, Colombo, Ceylon. 

THE special interest attached to these two cases, their extreme rarity, 
and the absence of any reference in standard text-books, warrant 
my recording them. 

A married Singhalese, quintipara, aged 30 years, who 
had alu-ays enjoyed good health and whose previous labours had 
been uncomplicated, was admitted into De Soysa Lying-in-Home on 
the 19th March 1905, with labour pains of nearly three days’ 
duration. The membranes had ruptured 24 hours before admission, 
and prolapse o f  one arm soon followed. 

The pulse was feeble and 
120 per minute. Temperature 102°F. She complained of no pains, 
and on palpation the uterus was found neither very hard nor tender. 
Fcetal he,art sounds were heard, but the fcetal outline could not be 
clearly mapped out. The prolapsed arm was swollen and of a blnish 
colour. 

On making a vaginal examination the cervix and lower uterine 
segment were found hanging loosely below the retraction ring, which 
was firmly gripping the right arm below the shoulder. Under 
anmthesia it was impossible to insinuate even a finger between 
the prolapsed arm and the retraction ring. The arm was found 
fractured as a result of repeated efforts by a village midwife to effect 
delivery. 

As turning and decapitation were out of the question, the patient 
was prepared for Cesarean section in spite of the evidence of intra- 
partum infection, as shown by fever and the history of repeated 

CASE 1. 

The patient had an  anxious look. 
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tampering by the village midwife. Cpsarean hysterectomy was per- 
formed under chloroform anmthesia. The pulsc after the operation 
was small and 120 per minute. Respiration appeared to be 
laboured. The child which was in a state of asphyxia was resuscitated 
after prolonged artificial respiration. A subcutaneous injection of 
nearly 3 pints of normal saline solution under the right breast, and 
a hypodermic injection of strychnine were given. The patient passed 
a fairly good night and appeared no worse on the following morning, 
but from then she gradually grew worse and died on the 4th day, 
nearly 34 hours after the operation. Rapid pulse, dry and furred 
tongue, vomiting and tympanites, were the leading symptoms. Post- 
mortem examination revealed no peritonitis. Except a slight con- 
gestion of the lungs and kidneys, all the organs appeared to be 
normal. 

CASE 2. A married secundipara, aged 22 years, \<-as admitted on 
the 15th April 1907. 

The 
second began 16 hours before admission and the membranes had 
ruptured 4 hours after the coniuencement of labour. The patient 
had been examined by a midwife, and two physicians had made 
ineffectual efforts to deliver. the child. 

On admission the patient complained of seTere pain and tender- 
ness over the uterns, which was felt to be hard. It was impossible 
to make out the fn t a l  outline and the fGetal heart sounds were not 
heard. 

The first labour, though tedious, had been a normal one. 

On vaginal examination the cervix and lower utcrine segment 
were found hanging loosely down. The retraction ring was 
in a state of tetanic contraction and barely admitted a couple of 
fingers. The child was lying transversely. Vndcr complete 
anesthesia the left aIm was brought down with great difficulty. 
The neck was found to be high up, and an attempt t o  reach it with 
the decapitation hook having failed, it was severed just above the 
shoulders with a pair of scissors. Delivery of t h e  trunk by traction 
on the prolapsed arm proved a failure, owing to  the unyielding 
nature of the retraction ring. The divided end of the trunk was, 
however, caught hetween the blades of a Barnes' crenioclast, and 
delivery was effected by steady pulling. The ring suddenly yielded 
and the trunk came out with a jerk. Delivery of the head was then 
easily effected with forceps, as the retraction ring had by this time 
sufficiently opened out to allow of its passage. The placenta was 
manually removed ; a brisk postpartum hzmorrhage was controlled 
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by a hot intrauterine douche. The patient made an uninterrupted 
recovery, the temperature not rising above normal except on one 
occasion when it went up to 100°F. The patient was discharged on 
the 10th day of her puerperium. 

Xernarlcs. Tetanic contraction of the retraction ring o r  hour- 
glass contraction of the uterus is a rare complication following 
delivery of the child. It has been attributed to such causes as 
tedious labour with frequent examinations, operative interference, or 
the injudicious use of ergot. It prevents expulsion of the placenta. 
I find no reference to this condition before delivery of the child in  
any text-book on midwifery I know of. I cannot conceive that  this 
complication, which has occurred twice in my practice, has not 
arrested the attention of others. In both my cases the complication 
arose as a result of a transverse lie. An ordinary case of neglected 
transverse presentation is usually followed by tonic contraction of 
the active portion of the uterus and stretching and over-distension of 
the lower uterine segment. The retraction ring ascends as  a trans- 
verse or oblique groove as high as thc umbilicus. But in both my 
cases the fetuses mere shut off by the tonically contracted retraction 
ring within the active portion of the uterus, with the exception of 
the prolapsed arm in the first case. In both, the membranes had 
ruptured several hours before admission (24 and 12 hours re- 
spectively). I n  the first cabe the village midwife had made several 
attempts to deliver the child by traction on the prolapsed arm; and 
in  the second case two physicians had made ineffectual attempts at 
delivery evidently by intra-uterine manipulation. There was tonic 
contraction of the retraction ring i n  both. But  there was little 01- no 
tonic contraction of the uterus in the first case, although partially 
present in  the second case. The presence of this condition in  the 
latter, i n  spite of the shorter duration of labour as compared with 
the former, was probably due to the repeated attempts at delivery 
by intra-uterine manipul a t ion. ' 

The absence of tonic contraction of the uterus in the first case is 
very interesting. The child was alive. There was obstruction but 
it was a t  the retraction ring. 

A rigid cervix is knomii to obstruct delivery and even to produce 
rupture of the uterus as a result of the stretching of the lower 
uterine segment. In hour-glass contraction of the uterus complicating 
retention of the placenta, the latter is very often not separated owing 
to  the absence of proper uterine eontraction. Is  the absence of 
uterine contraction in these cases due to uterine polarity? Did the 
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tonic contraction of the retraction ring in my first case prevent the 
uterus falling into a tetanic condition. If the retraction ring i s  the 
internal os, the question of polarity is certainly admissible. 

Schroeder, Barbour, Yon PranquB, Ruge, and others maintain 
that  the retraction ring is not the internal os, and that the lower 
uterine segment is formed from the lower part of the body of the 
uterus ; while Bumm, Blumreich, B a n d ,  Zweifel, and othcrs uphold 
that it i s  derived from the internal 0s. Aschoff states that the con- 
troversy is largely due to the want of agreement as to what con- 
stitutes the cervix. *4ccording to him the uterus is divided into 
three portions : (a )  the cavity of the uterus lined by the endometrium, 
(6) upper third of the cervical canal, which he calls the isthmus, 
lined also by the corporeal endometrium, and (c)  the lower two-thirds 
of the cervix constituting the spindle-shaped cervical canal lined by 
the typical cervical endometrium. IIe further states that between 
the body of the uterus arid the isthmus thew is the anatomical in- 
ternal os, and that between the isthmus and the cervical canal the 
histological internal 0s. He also states that  the isthmus during 
pregnancy constitutes the lower uterine segment, it having been 
transformed into it by a proress analogous to canalisation of the 
cervix. The upper limit of the lower uterine segment, the so-called 
contraction ring, therefore corresponds to the anatomical internal 
os, the region of the circular vein, and the firm attachment of the 
peritoneum. I n  the virgin uterus its position is marlied externally 
by a slight constriction and corresponds to nearly its middle. If the 
retraction ring is the anatomical intcrnal os, its tctanic contraction 
perhaps prevents the active portion of the uterus passing into the 
same condition by polar divergence. But the presence of tonic coil- 
traction of the active portion of the uterus in the second case upsets 
the theory of polarity. But it must be remembered that this con- 
dition was only pai>tially present unlike that often seen in neglected 
cases of transverse presentation perhaps as a result of intra-uterine 
manipulation. The non-detachment of the placenta, requiring arti- 
ficial removal, and the brisk postmortcrn hamorrhage that followed 
i t ,  clearly show that there was a rertain amount of atony of the 
uterus following delivery of the child-a coniplication which seldom 
or never follows a 11 ell marked case of tonic coiltraction of the uterus. 

I therefore propose to classify neglected cases of transverse pre- 

1. Cases in which there i s  considerable thinning and over- 
distension of the lower uterine segment, into which the head and a 

sentation into 2 varieties : - 
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portion of the trunk have been driven. Clinically the condition pre- 
sents the following features : hard and tender uterus, absence of 
fetal heart sounds, inability to map out the f e t a l  outline, Bandl's 
ring felt as a transverse or oblique groove somewhere in the neigh- 
bourhood of the umbilicus, prominence of one or both round liga- 
ments, stc. 

2. Cases in which the f e tus  is retained in the active portion of 
the uterus by tetanic contraction of the =traction ring, the lower 
uterine segment and the cervix hanging down in a flaccid state. 
The a m  may or may not be prolapsed. Clinically the condition can 
be recognized by the absence of tonic contraction of the uterus, by 
the fetal  outline bcing felt and the fetal  heart sounds heard, the 
retraction ring not being felt, by the absence of signs of fe ta l  death, 
the relaxed condition of the lower uterine segment and cervix, and 
the tetanic contraction of the retraction ring. 

Whether hour-glass contraction of the uterus is present in 
presentations other than transverse I am unable to  say, but its 
possibility cannot be denied. 

[For Aschoffs paper see this JOUIZNAL, vol. xiii, p. 224.-ED.] 


